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INTRODUCTION 


When we sat down in the summer of 1989 to organize a conference about 


producing health, we faced a daunting task -- how to organize a large amount of 
information about the determinants of health in a concise, comprehensive, policy- 


relevant, thought-provoking way. We had two general questions in mind: 


1) Why are some people less healthy than others? 


2) What can be done about it? 


As we began to unravel the two questions, more specific questions formed the 


basis of the conference sessions. First, we asked “How can we examine existing 
evidence and hypotheses about the determinants of health?” In Session One, Bob 
Evans of the University of British Columbia, and Greg Stoddart of McMaster Uni- 
versity, provided a conceptual framework for the examination of these issues, identi- 
fying the possible relationships among the determinants of health. The paper out- 
lines distinctions among disease, health and function, and well-being; encourages a 
consideration of behavioural and biological responses of individuals to their environ- 
ments; and discusses the economic trade-offs made when allocating resources to 
health care instead of other activities. Two individuals were asked to comment on 
the framework -- Margaret Catley-Carlson from her perspective as a senior policy- 
maker with the Government of Canada, and Raynald Pineault from his perspective 


as a physician and researcher at the University of Montreal. 


Second, we asked ourselves, “What do we actually know about the determi- 
nants of health?” What does the research evidence say about what does, and per- 


haps more importantly, does not, contribute to health? The volume of research 


) 


ssion Two. Michael Drummond of the University of 


necessitated two papers for Se ial 
Birmingham, U.K., reviewed three sections of the health economics literature -- 


health production functions, multivariate analysis and economic evaluation. He 


draws some conclusions about the contribution of each to our understanding of 


health determinants, the methodologic problems of current studies in attempting to 


assess the relative impact of health determinants, and the relative cost-effectiveness 


of interventions to improve health through health care and other means. 


In the second paper, Clyde Hertzman of the University of British Columbia, 


suggested his own framework for the investigation of the determinants of health 


based on the concept of heterogeneity. He used a “cubed” framework to discuss the 


literature on the contribution of socio-economic status and epidemiologic determi- 


nants to health, and discussed the implications of the framework for research and 


policy. 


Louise Gunning-Schepers of the Department of Welfare, Health and Cultural 


Affairs in the Netherlands commented on the two papers by reviewing the issues 


involved in using aggregate data and the implications of causation. She also dis- 


cussed weighing investments in health care against investments in prevention and 


health promotion activities, and outlined what she sees as the “inevitable negotia- 


tions” for intersectoral action. 


In Session Three, conference participants worked in a small-group setting to 


plan the delivery of health and social services at the community level. The workshop 


used the Evans and Stoddart framework and the health goals established by the 


Premier’s Council on Health Strategy in Ontario to set priorities for spending and to 


discuss the difficulties involved in re-allocating money from health care to other 


health-enhancing and health-promoting services. The results of the workshops were 
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reported back in Session Four which also included a general discussion of the issues 


involved if such re-allocation was attempted in the real world. 


Next, we asked whether the conceptual framework and the analysis of research 
evidence had relevance for policy development, and what might be some of the 
practical problems for implementation. Two senior Ontario government policy- 
makers, Michael Mendelson from the Ministry of Treasury and Economics, and 
Terry Sullivan from the Premier’s Council on Health Strategy, discussed what they 
see as potential impediments to a re-orientation of health policy. They described the 
experience of the Healthy Public Policy Committee of the Premier’s Council in 
working through some of those impediments. Marc Renaud of the University of 
Montreal commented on the paper by asking whether there is a coherent political 
constituency for health improvement that will counter the opposition of interests 
already mobilized. Dan Offord of McMaster University also commented on the 
paper by using his area of expertise, child mental health, as a case study of policy- 


relevant research. 


Finally, we asked about the future needs of policy-makers in developing and 
implementing new initiatives in the 1990s and beyond. We gathered together a 
number of experts to address this question. Ken Judge of the King’s Fund Institute, 
U.K., argued that we need to be more clear about the role of social class in deter- 
mining health, that we need to pay more attention to the methodologic issues of 
analysis, and that we should not overvalue traditional interventions at the expense of 
innovative interventions when trying to improve health. Roy Hickman of Health and 
Welfare Canada discussed research needs in four areas -- the underlying causes of 
continuing environmental degradation that affects health, the probable responses of 
society to environmental concerns, the way people regard environmental risks and 


how they influence decision-making. Fraser Mustard, of the Canadian Institute for 


a 


Advanced Research outlined what he sees as the most important issue for public 


eneral -- the maintenance and development of strong economic infrastruc- 


policy in g 
tures which themselves c 
sources needed to deliver services. Finally, 
try of Labour, discussed the most effective ways in which research can be presented 


ontribute to health and from which society can draw re- 


George Thomson, of the Ontario Minis- 


to policymakers, and used the approach taken by the Social Assistance Review 


Committee in Ontario as an example. 


This was a working conference designed to stimulate and provoke rather than 
to provide answers. What follows is a summary of conference themes, presentations 
and general discussion rather than the reproduction of actual papers and commen-  ~ 
taries. Indeed, we encourage readers to request papers of particular interest as we 
recognize that we may have lost some of the subtleties in our summaries. The four 
conference papers and some of the commentaries (Gunning-Schepers, Renaud, 
Judge, and Hickman) are available from the Centre for Health Economics and 
Policy Analysis or the authors themselves. A bibliography is provided in this confer- 


ence summary based on materials used by conference speakers. 


We hope that we have captured the flavour of the two days as accurately as 
possible, despite the subjective nature of summarizing. We welcome any comments 
readers may have about the conference, the summary document, or the ideas pre- 


sented within. 


SESSION ONE 


A FRAMEWORK FOR PRODUCING HEALTH 


SESSION ONE 
A FRAMEWORK FOR PRODUCING HEALTH 


QUESTION: 
Why are some people healthy while others are not? 
ANSWER: 


We don’t know, although we have several important clues. 


Many studies have examined this question by studying one determinant of health -- 
for example, diet or income -- and determining its effect on the overall health status of the 
population. Thus, we do know that some things are good for us, such as clean water and 
healthy diets; and some things are not, such as smoking, or a lack of a social support net- 
work. What we don’t know is how all these determinants relate to one another, why they 
affect different people differently and how the necessary discussion can be organized to 


help policy-makers assign spending priorities to improve health. 


Evans and Stoddart suggest a framework for discussing the determinants of health by 
providing descriptive categories for analysis, rather than a prescription for what should be 
done. It is important to note that they put forward their framework as a discussion tool, 
not as a comprehensive survey of current evidence on health determinants, nor as a plan- 
ning mechanism. 

Figure 1 
To develop their framework, Need, Access 


they present what they see as the 


historical evolution of health policy Other ree 
DISEASE | CARE | 


in Canada and in most developed 
Factors 


countries. In terms of the commit- 


ment of resources, the focus of 
Cure, Care 


provincial governments, and the 


the general public, health care activities routinely dominate issues of health 


perception of | | 
strates this view, which Evans and Stoddart liken to a heating system 


policy. Figure One illu 
which combines the functions of thermostat and furnace. The response to colder tempera- 


tures (new or more disease), is more health care. 


In the 1970s and 1980s, there was a renewal of interest in the area labelled “other 
factors” as health care costs increased, the tensions between providers and paying agencies 


increased, and a number of research studies indicated that there was considerable room 


for improvement in the efficacy, effectiveness, cost-effectiveness and appropriateness of 


health-care utilization. This is illustrated in Figure Two. 


Evans and Stoddart do not imply 
that health care does not have an impact 
on health, but that researchers, policy- Growing Ngai ests 
makers, and others began suggesting 
that the contribution of the health care 


system be placed in proper perspective. 


Cure, Care 


They asked about its’ contribution “at 


Clinical Epidemiology 
Health Care Evaluation 


billion dollar question -- if you had one Health Services Research, etc. 


the margin”. This is labelled as the one 


billion dollars where would you put it 


today or tomorrow to have maximum impact on health? 


A significant step towards broadening the conceptual framework for health policy 
development occurred in 1974 with the Canadian federal Government White Paper, A 
New Perspective on the Health of Canadians, also known as the Lalonde Report. The 
Report proposed a shift away from a focus on health care as the only determinant of health 


and suggested consideration of three other areas: lifestyle, environment and human biol- 


ogy. This is illustrated in Figure 3. 
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Figure 3 


As well as suggesting a conceptual 
shift, the Report also provided empiri- 
cal work to show that although most 
of the burden of ill health emanated 


from the boxes of lifestyle, environ- 


Other : : ; 
ment, and human biology, most of the 


Factors expenditures on health went into 


Cure, Care health care. 
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Clinical Epidemiology, 
Health Care Evaluation 


Evans and Stoddart argue that 


Health Services Research, etc. 


although it was not the intent of the 
report, the White Paper lent itself to 
victim blaming largely because of its emphasis on lifestyle and because of the separation of 
the lifestyle and environment boxes. The report also contributed to a focus on things 
individuals could do something about -- individual risk factors for specific diseases -- thus, 
interventions were aimed at individuals. Stop smoking. Exercise. Lower your cholesterol. 
The implicit model underlying this kind of policy development was that people chose 
unhealthy lifestyles due to ignorance. Once they were provided with information, they 
would change their lifestyles and improve their health status. The possibility that people 
might be informed and still choose unhealthy behaviour because of conditioning, personal 


enjoyment or their social environment was not adequately considered. 


The fuzziness about what we mean by “health” obliged Evans and Stoddart to outline 


four definitions of the word: 


1) The absence of disease or injury (as recognized and responded to by the health care 
system and providers of care) 


2) The absence of illness and the ability to function (as experienced and perceived by 


13 


3) 


4) 


‘ndividuals, their families and relevant social groups) 


"State of complete physical, mental and social well-being" (WHO) 
r living" (Ottawa Charter) and "a 


: r everyday life, not the objective fo ! 
ae Sik d even to change their surround- 


resource which gives people the ability to manage an 
ings" (Achieving Health for All) 


The second difficulty with the Lalonde framework is that, in retrospect, a consider- 


able amount of research has accumulated which does not fit into the 1974 framework. 


This can be described as follows: 


Positive correlations between health and wealth, usually between mortality or mor- 
bidity and personal or national income. For example, the mortality rates for poor~ 

Canadians are often twice or more as high as those for rich Canadians, and in inter- 
national comparisons, greater longevity is routinely associated with wealthier coun- 


tries. 


The existence of gradients in the relationship of socio-economic status to health 
across countries, across different diseases and other measures of health (even when 
risk factors are controlled for) and across time. 


The fact that access to health care has not, in general, narrowed the inequalities in 
the distribution of health across socio-economic groups. 


The strong positive correlation between lack of social support mechanisms, networks 
or relationships and poor health. 


The importance of self-esteem, ability to exert control over life (self-efficacy) and 
coping skills, and the potentially critical role played by early childhood experiences. 


The emerging knowledge about genetic predisposition to diseases not typically 
thought of as “genetic” and the importance of interactions between the genetic en- 


dowment of an individual and the physical and social environment in which that indi- 
vidual lives. 


The preliminary work on biologic pathways linking the mind, the nervous system and 
the immune system (psychoneuroimmunology). 
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Therefore, a new framework may be needed to think about the ways in which we 


produce health. Evans and Stoddart suggest a framework as illustrated in Figure 4. 


The four health Srite 4 
field concepts of 
Lalonde (health care, 
lifestyle, environment ae sei 
and human biology) Se 


Individual 


have been extended Response 


-Behaviour 


and restructured. The -Blology 


key addition is the box 
entitled “individual re- 


sponse”, which is best 


viewed as a host- 
response mechanism. Well-Being | -rromperity | 


This encompasses 


behavioural as well as biological responses to the individual’s environment and includes 
some factors or processes which were previously in the lifestyle and human biology fields. 
Secondly, the human biology concept has been limited to genetic endowment which in- 
cludes diseases or defects traditionally viewed as genetic but includes the concept of pre- 
disposition to disease or ill health within certain physical or social environments. Thus the 
previous label of “environment” has been separated into social environment (income, 
education, culture, family interactions, employment, social support, peer group pressures, 
etc.) and physical environment. Finally, a prosperity box has been added to the framework 
to allow for the effects of changes in productivity, income, and wealth on living standards -- 
and thus social environments. Evans and Stoddart stress that the notion of opportunity 
cost plays an important role in this category. If health care spending increases, other 
things are foregone. The fact that there is a fixed amount of resources means that there 


are fewer resources for other human services, which themselves may be health enhancing 
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(pensions, education, social services, 


counselling, retraining) or for other worthwhile policy 


initiatives (eg. justice programs) which contribute to well-being. 


BASIC MESSAGES 


Much more than what is typically viewed as health policy affects health; therefore, we 


1 
need a continuing re-assessment of the role and the performance of the health care 
system vis-a-vis other determinants of health. 

2) We need to look at the relative impacts of various determinants of health at the 
margin -- the one billion dollar question. 

3) Labels and categories of determinants are not intended to be seen as homogenous 
variables. Each has a rich internal structure with many different influences. For 
example, influences on social environment include income, education, culture, family 
interactions, employment, social support, peer group pressures. 

4) The framework tries to make the possible consequences of different courses of action 
explicit so that the art of the possible (reorient policies, reallocate expenditures, 
address affected interests) can be conceptualized. 

POLICY CHALLENGES 

1) Is the objective of policy formulation to be the achievement of health or the achieve- 
ment of well-being? 

2) Where in decision-making structures do we incorporate trade-offs between health 
and other valued commodities and activities? 

3) What is the role of policy vis-a-vis the health behaviours (healthy or unhealthy) of in- 


formed individuals? 


e Is the role to facilitate informed choice? 


* Is the role to improve environments? 
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4) 


5) 


6) 


7) 


8) 


How do we get ministries within government to talk to one another and where do we 
locate decision-making? 

- Superministries? 
. Decentralization and regional planning? 


What are the rules of evidence for policy-making? 


* What kind of “proof” do we need before acting? 
: How can we document these “proofs”? 

. How do we disseminate these “proofs”? 

How can we ensure that the burden is distributed equally when shifting resources? In 
other words how do we ensure that those who still need health care get it? This is 
particularly important for politicians as one person on a waiting list is just as much a 
public issue as 25. 


How do we broker change that deals with the costs of shifting resources and the 
concerns of the “losers”? Who are the losers? How will they be compensated? 


How do we involve the public in creating constituencies for change? How do we 
counter-balance some messages about needing more resources so that when actual 
dollars are moved there is a public consensus that this is appropriate. Where do we 
find the transmission belt? 
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SESSION TWO 


RELATIVE DETERMINANTS OF HEALTH 


SESSION TWO 
RELATIVE DETERMINANTS OF HEALTH 


QUESTION: 
What is the relative impact of the numerous potential determinants of health? 
ANSWER: 


We are working on it. 


There is a great deal of work being done in this area, although some studies are 
problematic due to weaknesses in the methodology used. The session focused on the 
relative impact of the determinants of health as viewed by a health economist and an 


epidemiologist. 


INVESTING FOR HEALTH: 
WHAT DOES ECONOMIC ANALYSIS TELL US? 


Drummond reviewed the results from three methodologic streams of the economics 
literature related to health determinants: 
, Multivariate analysis 
Health production functions 
, Economic evaluation 


What does each body of literature tell us? Are there problems in interpreting the results? 


1) MULTIVARIATE ANALYSIS 


Multivariate analysis is a technique used to examine correlations between health and 
other variables such as health care, income, education or employment status. It allows for 


the isolation of the independent effect of one variable while controlling for the other 


variables in the model. 


ok 


RESEARCH FINDINGS 


The impact of medical care -- defined as, the marginal contribution to os in 
mortality -- is a hotly debated subject. Some studies show no contribution at the : 
margin and some show a small marginal contribution. Some impact seems to result 
from new technologies being discovered rather than having a greater volume of 


particular services. 


* 


* Two explanations have been provided about why the impact of medical care on 
health at the margin is small. First, aggregate analysis usually considers mortality 
and does not capture quality of life improvements. Second, changes in lifestyle fac- 
tors over time affect health status and medical expenditures, and the interrelation- 


ships are not clear. 


* Education (years of schooling or level of attainment) is positively associated with ~ 
health status. However, interpretation of the correlation is not unanimous. Some 
argue that it is because more highly educated individuals or societies are more effi- 
cient in producing health. Others argue that more highly educated individuals or so- 
cieties can avoid dangerous occupations. Still others argue that people with more 
years of education are more farsighted and are therefore more concerned about their 
future health status than others. 


* The effects of income on health status are hard to interpret as income is often a 
proxy for other variables. The majority of studies show a positive correlation. One of 
the problems is that income is highly interrelated with other variables such as em- 
ployment or education. 


* The correlation between unemployment and health has not been studied as much as 


other variables. Few studies show that unemployment alone adversely affects health, 
but it does have other large social costs. 


METHODOLOGIC ISSUES (as identified by Drummond) 


It is often very hard to identify causation -- is bad health caused by unemployment or 


: page caused by bad health? Are they both related to a third, unobserved 
actor? 


Attention needs to focus on the time dimension of disease processes, particularly 
when considering the effect of cessation of exposure to risk factors. 


ye), 


2) 


aa can be misspecified by having an inappropriate collection of variables in the 
model. 


Data limitations often prevent the use of more sophisticated models. 


It might be more interesting to look at smaller units of analysis and study cohorts of 
individuals through time rather than entire populations. 


The replication of results is difficult - Brenner’s work linking mortality to unemploy- 


ment suggested a strong relationship yet further work on the data indicated different 
results. 


HEALTH PRODUCTION FUNCTIONS 


The field of health production functions is predicated on the idea that individuals or 


households invest in order to improve health and that their behaviour can be modelled to 


explain why and how much they invest. Health is considered to be a fundamental com- 


modity which is produced by individuals using health care, and their own time, as principal 


inputs. The major contribution of this approach is to place the relationship between health 


and health care in a more realistic light so that the production of health is not just a func- 


tion of health care but also of non-medical inputs. 


RESEARCH FINDINGS 


* 


Environmental variables are more important in explaining differences in mortality 
than medical care. In particular, high education was associated with relatively low 
death rates. High income was associated with high mortality when medical care and 
education were controlled for. 


However, the interpretation of the apparent impact of these environmental factors is 
more complex. For example, higher income may allow individuals to choose a health- 
ier lifestyle with higher quality goods (better housing, better diet). Alternatively, 
higher income may allow individuals to choose a less healthy lifestyle by consuming 
less healthy goods (tobacco or alcohol) and consuming more health care. 


Specific studies have also used the production function approach to examine neona- 
tal mortality rates. They concluded that it is more cost-effective to alter some of the 
non-medical inputs (increase the number of family planning clinics) rather than 
increase the medical input (more neonatal intensive care). 
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METHODOLOGIC ISSUES 


3) 


Theory assumes that consumers are sufficiently informed and are rational enough to 
u > choices. It assumes that individuals are fully aware of 


make “utility-maximizing 
their By health state, recognize when that state is deteriorating, and know how 


to produce more health. 


ECONOMIC EVALUATION 


Economic evaluation is a method used to compare interventions (clinical and non- 


clinical) in terms of their relative costs and consequences. The costs are usually expressed 


in money terms and the consequences can be expressed in years of life gained, quality- 


adjusted life-years gained or in money terms. 


RESEARCH FINDINGS 


ME 


No clear picture emerges when medical interventions are compared with health pro- 
motion measures. However, it is a common feature that medical therapy for end- 
stage disease is relatively poor value for money. 


Broadening the indications for therapy (eg. giving coronary artery bypass grafts for 
mild as opposed to moderate or severe angina) is not very cost-effective. 


In comparing effectiveness across sectors, one study found that the most cost-effec- 
tive programmes were those in highway safety (compulsory seat belt legislation and 
lower speed limits). 


In attempting to look at the relative impact of various health determinants there 
appears to be disagreement among the experts as to which determinants are respon- 
sible for which health conditions, and disagreement over the extent to which health 
care consumption can be avoided. 


THODOLOGIC ISSUES 


SER ENUM ENGI ISSULS 


* 


It is not clear that public policy initiatives in areas other than health have the im- 
provement of health as an objective. Therefore, comparisons across sectors on 
health impact grounds may not be appropriate. 
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: Health status may be too narrow a measure for some health programmes. 


if Equity considerations are often not taken into account in economic evaluations. 


Therefore, a healthy year of life gained is valued equally for all individuals. 


BASIC MESSAGES 
1) Associations between variables do not imply causation. 


2) At the aggregate level, studies show that the influence of certain environmental 
variables on health is more important than health care. 


3) Education has a strong positive effect on health status although there is disagreement 
over why this is so. 


4) The evidence on the effect of income on health is unclear. 


5) There is no strong evidence to show that unemployment affects overall mortality, but 
other social costs may outweigh the health costs. 


WHERE ARE THE DIFFERENCES WHICH MAKE A DIFFERENCE? 
Hertzman reviewed studies on the determinants of health and the relative impact of 

those determinants from an epidemiologic focus, with special attention to the role of socio- 

economic status. He then proposed a three-dimensional cube as a way of organizing the 


research literature on the determinants of health. 


Although one would expect that the epidemiologic literature would provide policy- 
makers with useful information on the relative importance of different determinants of 
health status, Hertzman feels it does not. The main obstacle, he argues, is that epidemiol- 
ogic research is good at isolating single factors (cigarette smoking or taking a pill) and then 
evaluating their discrete effects on a disease; however, health is determined by complex, 
multi-causal pathways -- with each causal pathway containing multiple components. 
Therefore, etiologic research can identify component causes and sufficient causes of dis- 
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ease, but thei 


r relative impact depends upon on the context in which the relationship is 


studied. Despite the difficulties epidemiologic researchers have in getting consistent 


results across studies of a particul 


ar causal relationship, there are some observations that 


override the problem of context and are durable. 


RESEARCH FINDINGS 


Epidemiology 


x 


There are large historic declines in mortality from major infectious diseases (tubercu- 
losis, smallpox, measles) over several decades before the introduction of effective 


vaccinations. 


Human life expectancy increased from approximately 40 to 60 years without signifi- 
cant assistance from individual-based treatment of life-threatening diseases. : 


This has led to a great deal of debate about the relative importance of factors such as 
nutrition, public health interventions and other aspects of social progress. 


The debate about the determinants of cancer also highlights nature out-maneuvering 
epidemiologic constraints: there has been a consensus since the 1960s that 70-90% of 
cancers are attributable to factors which exist outside the human body and therefore 
should be modifiable. By studying migration patterns, epidemiologists argue that 
most major cancers are location-dependent and therefore potentially changeable. 


Studies of whole populations (separated by space and time) may contain information 
about the relative importance of different determinants of health status. 


Socio-Economic Status 


Studies of whole populations provide us with significant insights into the determinants of 


health status. 


Large social class gradients in life expectancy by income, education and occupational 
class persist in every instance in which they have been evaluated in the industrial 
world in the 20th century. The gradient in life expectancy is greater in Britain (high 
unemployment, industrialized) than Sweden (low unemployment, industrialized). 
Within the lowest income countries, there is a small group (Costa Rica, Kerala prov- 
ince of India) which manage to achieve life expectancies at or above 70 years com- 
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pared to the rest with life expectancies below 60. 

These differences cut across all major disease processes. 

Among the major industrialized countries, 5 maintained unemployment rates below 
5% during the recessions of the early 1970s and 1980s. Four of them are in the top 


five countries in the world in average life expectancy for both males and females. 


In Canada, the life expectancy of married men is 8-10 years longer than those never 
married, widowed or divorced. The difference for women is 3-4 years. 


, Studies of samples of the population rather than whole populations yield similar 
results. 
METHODOLOGIC ISSUES 


How to organize all these observations in a way which allows information from whole 
populations to be integrated with sample surveys. 


: Framework must be flexible enough to include a broad range of health determinants 
but resist viewing causation as an entirely disease-specific phenomenon. 


HETEROGENEITIES IN HEALTH STATUS 


Hertzman proposes a cubed framework for explaining heterogeneities in health 
status. The cube has three axes, as illus- 
trated in Figure 5, representing three key Figures 
dimensions for analysis -- stages of the life ee 
cycle, population characteristics, and 
sources of heterogeneity. Each axis is 


divided into discrete levels and any combi- 


Partitions by 


nation of levels forms a box within the Population 
Characteristic 


cube. Each box then represents a unit of 


investigation. Stages of the Life Cycle 
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Hertzman suggests the following factors for each axis: 


i - 1 year) 
of the life cycle: Perinatal (pre-term to ly 
oa. : Misadventure (1-44 years) 
Chronic disease (45-75 years) 
Senescence (75+ years) 


Population characteristics: Socioeconomic status 
Ethnicity/migration 
Geography 
Male /female 
Special populations 


Sources of heterogeneity: Reverse causality 
Differential susceptibility 


Individual lifestyle 

Physical environment 

Social environment 

Differential access to/response to 
health care services 


RESEARCH CHALLENGES 


1) 


2) 


3) 


4) 


We need to identify when aggregate data are a sufficiently powerful explanatory tool, 
and when a more detailed look at causation is needed. 


There is a need for more, and better quality, longitudinal studies which extend 
through the life cycle (if possible, over more than one generation). 


The range of exposures and outcomes studied should be broad to avoid looking at 
solely disease-specific, causal pathways (i.e. some studies are being done of middle- 
aged individuals for whom detailed information on their early childhood circum- 
stances are available. It is only now, as they enter the age range in which they are at 


some risk of heart disease or cancer that investigators can search for linkages for 
early exposures). 


There is a need to identify “strategic times of vulnerability” in the life cycle where 
determinants of health status embed themselves in human biology. 


28 


5) | Research attention should be refocused on the effects of social environment on 
health. (Hertzman argues that the effects of reverse causality, differential suscepti- 
bility and individual lifestyle are relatively overestimated; the effects of the physical 
environment and the health care system are more appropriately estimated; and the 
effects of the social environment are underestimated.). 


POLICY CHALLENGES 


1) Howcan policy makers identify those determinants with the greatest impact on 
health which are policy amenable? 


2) How do we locate the public debate so that it is about which interventions yield the 
greatest health impact for a given cost? For example, linking social justice issues to 


health outcomes would modify a national debate on child care to include discussion 


of the potential importance of early life experiences on health status throughout the 
life cycle. 


Endnote: 


1. The full model is described in the conference paper. 
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SESSIONS THREE AND FOUR 


SMALL GROUP WORKSHOPS 


SESSIONS THREE AND FOUR 


SMALL GROUP WORKSHOPS 


QUESTION: 
How can we shift resources from medical care to social policy areas? 
ANSWER: 


It isn’t easy. 


In Session Three, conference participants divided into small groups to discuss in 
more detail the question of reallocating resources. How would one actually go about 
deciding which areas to take money from, and which areas to give money to? The work- 
shops were provided with a planning matrix, illustrated in Figure 6, based on the Evans 
and Stoddart framework and the health goals established for Ontario by the Premier’s 
Council on Health Strategy. The results were reported back to the plenary in Session 
Four. 


Workshop participants were asked: 


1) What programs or services would you suggest for your community to meet the health 
goals of the province? 


2) Where would you place those programs or services on the planning matrix? (Figure 
6) 


3) | What do you think are the top three priorities for the greatest impact on the health of 
the community? 


4) What percentage of funding would you allocate to the suggested programmes and 
services? 


5) If the money had to come from the existing funding base, where would you shift re- 
sources? 


6) If this exercise was to be undertaken in a rigorous way, what kind of data would you 
recommend as necessary to complete this exercise? 
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PLANNING MATRIX 


HEALTH GOALS FOR ONTARIO 


HEALTH SAFE, HIGH 
PROMOTION/ QUALITY 
PHYSICAL 


COMPONENTS ENVIRONMENT 


EVANS/STODDART 


SOCIAL 
ENVIRONMENT 


PHYSICAL 
ENVIRONMENT 


GENETIC 
ENVIRONMENT 


ECONOMIC 
ENVIRONMENT 


Participants encountered some difficulty with the exercise but did make the following sug- 


gestions. 


IDENTIFYING PRIORITIES 


* _ There was a consensus across groups that the top three priorities for increased fund- 
ing were children’s health, (including day care), affordable housing, and occupational 
health and safety. 


* Other suggestions included increased job training programmes, economic develop- 
ment programmes, home care for seniors, decreasing traffic accidents, a guaranteed 
annual income, and environmental cleanup. 


* Most groups identified two important target groups: the elderly and children. 


Many groups felt that whatever reforms were being made should involve the affected 
community in the planning process. Without building a public constituency in sup- 
port of reallocation beforehand, it was felt the process would fail. 


There was some reiteration from Session 1 of the importance of identifying winners 
and losers and being able to compensate the losers in some way. 


It was suggested that an alternative to identifying areas from which money would be 
taken would be to evaluate all programmes more carefully and to take funding away 
from those programmes deemed to be ineffective in terms of health benefits. 
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* Nothing should be under taken quickly as shifts can be disruptive. The process itself 
was thought to be very important and would require careful planning. 


SINGLE BIGGEST SHIFT 


. When asked to make one big shift of resources from one sector to another, there was 


general consensus that it should be from acute care institutions to support pro- 
grammes for young families. There was disagreement about the amount to be shifted 
but not about the areas. 


DISCUSSION 


During the reporting back period, a number of groups commented on the exercise 
itself. They found it difficult to get outside the black box of health care, and said that it 
took some time before they began looking at the other boxes. In some ways, it is easier to 
focus on sickness and health care than to broaden the discussion to the notion of well- 
being. Once the public policy debate is centralized on well-being, the boundaries are 


harder to imagine. Where does health policy end and social welfare policy begin? 


Some groups felt they could not undertake the exercise without more data. Sugges- 
tions were met with “how do we know its going to work” without research evidence? This 
relates back to the point in Session 1 of burden of proof. Any new initiative must prove its 
value ahead of implementation, whereas those already in existence are assumed to have 
value whether or not they have actually been evaluated. Indeed, the point was made that 
despite the fact that there was a consensus among conference participants (and among a 
number of provincial task forces, commissions etc.) that young children should be the first 
priority, the majority of funding is directed at the other end of the life cycle. This also begs 


the question what do we do in the meantime? What advice can we give policy-makers who 


have to make funding decisions now? 


Some groups advised that policy-makers could move in some areas where there was 
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confidence about the existing research evidence, and a public consensus about that evi- 
dence. These may be small successes but they can be built upon. Secondly, the idea of 


generating public consensus for the bigger shifts was mentioned again as a necessary com- 


ponent for change. 


Underlying much of the debate was also the question of how much is enough? When 
do we decide a community is healthy? This may be an important question both from the 


perspective of existing communities possibly losing resources, and in the future for commu- 


nities who may reach the threshold. 


Finally, there was much discussion about the terms “health care” and “health”. The 
suggestion was made that using these terms to promote public policy programs (clinical.or 
otherwise) necessitates involving all the vested interests who must protect their own terri- 
tory. Therefore, perhaps reallocation initiatives could be discussed as improving social 


policy with improved health as a by-product. 
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SESSION FIVE 


PRACTICAL ISSUES FOR POLICY 


SESSION FIVE 
PRACTICAL ISSUES FOR POLICY 


QUESTION: 


Why have there been so few changes in response to policy advice on the deter- 
minants of health? 


ANSWER: 


We don’t know, but we think that by analyzing the impediments to change we 
may find some resolution. 


Most observers agree that there is a discrepancy between recommendations and 
practice in the health policy environment in Canada. Mendelson and Sullivan argue that 
this is due to a “gap” between what is intellectually rational and what we actually do, as 


illustrated in Figure 7. 


Line AB represents a linear relationship between the willingness to pay the cost of avoid- 
ing an event and the event’s probability of causing death. This assumes that the higher the 
probability of death, the more an individual would be willing to pay to avoid death. The 
AC line shows a different type of behav- 
iour. The willingness to pay the price of tend 


avoiding an event with a probability of 


ACCEPTABLE COST OF AVOIDING DEATH 


death increases asymptotically as the 


probability increases. Thus, events with a 
Cost of 


Avoidance 


low probability are not avoided (as in the 


first model) but one is willing to pay the 


cost of avoiding an event with a high 


probability of death. Those whose prefer- eet ~~ 


ences reflect AC will invest less in avoiding lower probability health-threatening activities, 


compared to those whose preferences are linear. The “gap” in investment is the a 
area. On the other hand, there is a point at which AB and AC cross and AC people will 
pay to avoid events AB people think are too expensive. This is the second part of the Bap. 
From the perspective of AB people, AC people under-invest in prevention and promotion 
activities and over-invest in expensive and heroic interventions -- saving lives. Thus, 
Mendelson and Sullivan perceive a gap between how we plan resource allocation (AB 
thinking) and how people actually behave (AC thinking). The current health policy debate 
in Canada, then, is about AB people trying to persuade AC people (who are the majority) 
to behave differently. However, Mendelson and Sullivan do note that we probably do not 
understand enough about the factors which lead people to choose “unhealthy” behaviour, 


such as smoking, and that in fact the first impediment to change may be that we do not — 


understand the rationality behind reluctance to change, despite evidence of potential harm 


in continuance. 
IMPEDIMENTS TO POLICY CHANGE 


1) INSTITUTIONAL STRUCTURES 

Despite the changes in our beliefs about the causes of good and bad health, the 
institutional structures through which we deliver services have not changed since the early 
1970s. A number of legislative initiatives, namely shared cost programmes between the 
federal and provincial governments, laid the foundation for a health care system focused 
on services provided by physicians and hospitals and available to all citizens. Initiatives 
outside this domain were not thought to have health benefits. 

By the time the Lalonde Report was issued, the era of shared cost programmes was 
over and similar investments in other policy initiatives, even those with health benefits, 
were not viable. The Established Programs Financing Act of 1977 converted the matching 
grants to a block grant, which in theory was to allow provincial governments to shift fund- 


ing from the physician and hospital sectors to other areas; however, in practice this did not 
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occur. Despite the type of federal funding available, our health care delivery system devel- 
oped around fee-for-service physicians and deficit-producing hospitals. Those structures 
are still in place today and, with the federal government decreasing its contribution to 
provincial health spending, it is not clear whether national initiatives will play a large part 


in the reform process. 


2) IDEOLOGY 

Mendelson and Sullivan define ideology as a “relatively coherent set of fundamental 
beliefs which determines many of our approaches to social and political issues.” Ideology 
may restrict the range of policy options available to affect change, since suggestions for 
reform may not coincide with the public’s belief in the importance of medical care. Fur- 
thermore, there may be ideological differences over whether government should attempt 
to alter those perceptions. 

Ideology also plays a role with respect to individual versus societal responsibility for 
health. This is important both in terms of the debate about causation (lifestyle or determi- 


nants of lifestyle) and the debate about future entry points for policy intervention. 


3) PUBLIC POLICY AGENDA 

A third set of issues arises from the difficulties in trying to use the public agenda to 
promote health. First, as discussed in Session Two, there is no simple evidence that 
changes in some of the more complex areas of social policy will result in measurable im- 
provements in people’s health, even if clear correlations exist. Second, we do not have a 
method for setting priorities. We know that enforcing seatbelt legislation will save lives 
and we know that increasing social support for the elderly will improve their quality of life. 
On what grounds do we compare the two, and how do we assign a priority to one? 

Mendelson and Sullivan describe a process used by the healthy public policy sub- 
committee of the Premier’s Council on Health Strategy to assign initial priorities for public 
policy to improve health. The process identified three broad areas for action: healthy 


child development, adult and labour market adjustment, and environmental policy. It is 
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not yet clear whether these policy areas will be successful in competing against others for 


public dollars. 


4) DATA REQUIREMENTS 
Dan Offord suggested that there is often an inadequate data base for good policy 


recommendations. He used his own area of expertise -- child mental health -- to argue that 
there is a need for community-based surveys of child health which should have clear, ob- 
tainable objectives, adequate measurement and a strong research design. He suggested 
that each question on such a survey should have to be justified on the basis that it helps to 


address an important policy issue. 
He also suggested that we need more studies which compare alternative approaches 


to the same problem, and can evaluate them in terms of cost and health outcome. ; 
Much of the general discussion centred on the question of whether there is a coher- 
ent political constituency for health improvement that can sustain efforts against those of 
opposing interests. There is a growing constituency in finance departments and other 
public policy sectors which feels that health care receives too large a share of the public 
purse. However, its’ ability to influence policy is somewhat circumscribed by the public’s 
faith in the curative powers of medicine and medical technology. There is also a constitu- 
ency for change among the more disadvantaged groups in society who would benefit from 
a shift in resources, but these groups are often not listened to by a society that still believes 
it can do little to help. There was some consensus that there probably will not be such a 
constituency in the foreseeable future, as there are too many ideological and structural 
impediments for such a political base to emerge. However, as Renaud points out, there 
are a large number of small, grass-roots organizations and experiments taking place that 
actually do act on some of the larger determinants of health for their community, and 


actually do constrain the expansion of the medical care system. 
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POLI HALLENGE 


1) Having put in place various instruments to treat illness (professionals and institu- 
tions), can we now produce health with different instruments? 


2) Can individual provinces achieve significant re-orientation on their own without 
major national initiatives? 


3) Who is going to advance the questions addressing the determinants of health? 


4) Should government use the resources of the state to attempt to influence public 
opinion? 


Endnote: 


2 See conference paper. Mendelson, M and Sullivan, T (1990) 
Impediments to Reorienting Health Policy. 
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SESSION SIX 


A RESEARCH AGENDA FOR FUTURE POLICY DEVELOPMENT 


SESSION SIX 
A RESEARCH AGENDA FOR FUTURE POLICY DEVELOPMENT 


QUESTION: 

What research is needed for future policy formulation? 
ANSWER: 

A great deal. 


In the final session of the conference, four panelists addressed the question of future 
research needs for policy-makers. Each spoke from his respective area of expertise. The 


following are the areas they identified as priorities for future research initiatives. 


1) ABETTER UNDERSTANDING OF THE CONCEPT OF SOCIAL CLASS 

Judge argued that emphasis on social class may be unhelpful because, in practice, it is 
a proxy for the effects of unknown combinations of disadvantage or deprivation. Thus, we 
need to establish, on a statistical basis, the principal socio-economic determinants of 
health and well-being. He cited a number of more detailed studies which provide a more 
comprehensive picture of the different dimensions of relative deprivation, and described 


Townsend’s work on an overall index of deprivation which contains 77 indicators. 


2) BETTER METHODOLOGY IN ANALYSING SOCIO-ECONOMIC 
DETERMINANTS 
Judge made two critical points in discussing methodologies used to analyse the socio- 
economic determinants of health. First, is the relationship between socio-economic status 
or relative deprivation and health a linear and additive one? He cautioned not to neglect 
the possibility that the most disadvantaged groups might suffer disproportionately. Sec- 


ond, he reiterated the earlier point that models can be misspecified by the absence of an 


important causal variable. 
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3) URBANIZATION | 
The many problems associated with urbanization (air, soil, water, and noise pollu- 


tion, lack of space, inadequate landfill sites) have detrimental effects on the population’s 
health. Hickman argued that existing technologies and policies of urban development are 
inadequate to stem the consequent environmental impact. He also suggested that current 
assessments fail to be comprehensive, and usually fail to consider the long-term implica- 
tions for health and well-being. Research is needed to advance an understanding of how 
environmental health impact assessment can be applied in the urban setting. 

Hickman also argued that research is required for development of waste manage- 


ment technologies, particularly in the disposal of industrial hazardous wastes. 


4) RECYCLING 
Although the environmental benefits of using environmentally-friendly products and 


recycling within the home have been demonstrated, the health implications have not re- 
ceived much attention. For example, there are public health concerns about the end prod- 
ucts of biodegradation and composting. What controls should be put in place to ensure the 


public’s health? 


5) RISK PERCEPTIONS AND COMMUNICATION 

People are more aware than ever of potential health problems resulting from the 
physical environment. Heated debates about the location of a garbage dump site or poten- 
tial contamination from asbestos in Toronto public schools highlight how strongly people 
feel about these issues, regardless of the quality of research evidence on potentially harm- 
ful health effects. Hickman argued for research to define better how people perceive risks, 
and to use this knowledge to improve communication with communities trying to balance 


individual and societal interests. 
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6) HEALTH AND PROSPERITY 

Mustard discussed the need for a strong, productive economy before we can fund 
some of the policy reforms outlined. We need an economy which generates income and 
produces a skilled, motivated labour force. He argued that Canada has not generated the 
income needed to sustain current consumption patterns, and that without a shift in think- 
ing, we will not do so in the future. 

The session focused on research priorities for policy-makers -- areas where more and 
better research was needed. It also examined the way research is presented to policy- 
makers. Thomson offered some suggestions on how to transfer research evidence to the 


public domain. 


Messages need to be simple and accessible. Therefore, the relationship between a 
proposed policy initiative and health must be clear (even if this means stating the 
case with more assurance than the literature would support). 


* Important research for policy is often that which summarizes the state of the art. The 
exercise of forcing people to acknowledge common ground and accepted thinking 
can be very useful. 


. Research that develops reliable data bases is needed. This will allow policy-makers 
to demonstrate the results of some of their initiatives. 


Emphasis should be given to research which helps us understand better how to 
achieve public support for the choices we will make. 


* Part of understanding how to achieve public support will probably involve passing 
decision-making to the community. This in turn will probably involve cutting across 
government departments and bureaucracies, and giving people actual decision- 
making authority. Without that authority, we simply generate “wish lists”. 
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